more common in winter and worsen glucose control. Similarly, food intake is greater in the winter months when children gain relatively more weight than height. Seasonal variations in hormone concentrations may influence or be influenced by glucose 4 concentrations.
SUMMARY Cardiovascular disease in Marfan's syndrome presenting in childhood affects the mitral valve more often than the aortic valve or the aorta, as in adults. Early evaluation of the cardiovascular system is necessary for any child in whom Marfan's syndrome is suspected.
Marfan's syndrome comprises a characteristic phenotype with skeletal, ocular, and cardiovascular disorders. The dissection of the aorta and disorders of the aortic root which usually become apparent during the second and subsequent decades have been described. Impairment of the mitral valve is, however, also associated with Marfan's syndrome. Indeed, it is the most common cardiac manifestation in childhood and may present in the first year of life. We report on a child with Marfan's syndrome, which was apparent at birth, who died in early infancy from mitral valve disease. Early specialist evaluation of the cardiovascular system is essential in all cases of Marfan's syndrome.
Case report
The patient was the third child of unrelated white parents, with no family history to suggest Marfan's syndrome. Both siblings were well, the first having a ventricular septal defect that had closed spontaneously. After a spontaneous labour at term delivery was vertex vaginal; birth weight was 4040 g (90th percentile), length 54-5 cm (0-7 cm above the 97th percentile), and occipitofrontal circumference 35-5 cm (90th percentile). Several abnormalities were apparent: the baby seemed abnormally long and slim with little subcutaneous fat; there was obvious arachnodactyly of both feet and hands (middle finger length 4 cm (97th percentile); metacarpal length was 1-9 cm (excluding the epiphysis; metacarpal index 8.25)) and span 57 cm (2-5 cm >length); she had a long thin face and sparse hair; the fingers and toes were hyperextensible; there was ulnar deviation of both hands and limitation of extension of both elbows and knees as well as pectus carinatum with prominence of the right side of the chest and divarication of the recti; and she had a high arched palate. A soft systolic murmur was audible at the first examination but subsequently disappeared.
Investigations in the neonatal period included chest radiography, electrocardiography, chromosome analysis, and estimation of plasma and urinary amino acid concentrations; all yielded normal results, except that the x-ray pictures showed the arachnodactyly. She was discharged home, being bottle fed, on the fourth day and followed up in the baby clinic at 7 and 12 weeks of age, when her Bacterial tracheitis in Down's syndrome A J CANT, P J GIBSON, AND R J WEST Department of Child Health, St George's Hospital Medical School, London SUMMARY Four children with Down's syndrome and bacterial tracheitis are described. In three the infection was due to Haemnophilus influenzae. In patients with Down's syndrome presenting with stridor tracheitis should be considered and appropriate treatment started.
Bacterial tracheitis (pseudomembranous croup) is characterised by upper airways obstruction with fever and is diagnosed by the presence on bronchoscopy of purulent tracheal secretions and a normal epiglottis. Most cases are due to Staphylococcus aureus, but Haemophilus influenzae and various streptococci have also been implicated. 1-4 Sofer et al reviewed 332 children with infective upper airways obstruction; 297 (89%) had croup, 28 (8%) epiglottitis, and 7 (2%) bacterial tracheitis. 2 We report four children with Down's syndrome seen over three years with severe airways obstruction due to tracheitis. All were previously well and none had congenital heart disease. In three, H. influenzae was identified as the causative organism. Over the same period 206 children were seen with croup, and two with epiglottitis. None of them had Down's syndrome, nor was bacterial tracheitis diagnosed in any other child.
Case reports Case 1. A 10 year old boy presented with a 24 hour history of cough, and a three hour history of increasing stridor. He was distressed, feverish, had a marked stridor, and showed signs of severe repiratory obstruction. Urgent bronchoscopy showed that the epiglottis was not enlarged and the larynx only slightly inflamed. The trachea was hyperaemic and oedematous, and copious mucopus was seen, which subsequently grew H. influenzae. Tracheal intubation relieved the obstruction and he breathed spontaneously. He was treated with ampicillin and flucloxicillin, tracheal aspiration, and physiotherapy. By the next day there was widespread consolidation of the lungs and enlargement of the mediastinum. His condition deteriorated and two days later ventilation was required. The antibiotics were changed to chloramphenicol and cefotaxime. With suction, tracheal lavage, and physiotherapy he gradually improved. He was extubated after seven days, and discharged well two days later. Case 2. A 2½/2 year old boy was admitted with a six day history of measles. He had conjunctivitis, Koplik's spots, a morbilliform rash, cough, and mild stridor but no dyspnoea or recession. Three days after admission, over two to three hours he became 
